Description of Services in School-
2 School-based physical therapists are related service providers whose focus is to assist students in benefitting from special education services.
1,2 Physical therapy services support the student's academic and functional goals as determined by the individualized education program team, which includes school personnel, related service providers, parents, and, when appropriate, the student. Services should be based on peer-reviewed research to the extent practicable. 2 A challenge in providing optimal services, however, is the lack of research related to school-based physical therapy services. 3 Literature about competencies required for physical therapists in school-based practice 4 and team functioning 5, 6 provides descriptions of ideal components of practice. Effgen and Kaminker 7 surveyed 561 physical therapists to examine agreement between what therapists say they actually do and "ideal practice." Questions related to type of service delivery (eg, direct, indirect, and consultative) and location of service exist. Physical therapists reported that the type of service delivery was based on the students' needs (95%), with direct "hands-on" services provided most the time and indirect services, such as consultation/collaboration, less frequently. This survey provided data about how and where physical therapists provided services; however, the frequency and amount of school-based physical therapy services were not described.
Data on the frequency and amount of school-based physical therapy are limited. In one Canadian study, students averaged 17 therapy visits per year, with each visit averaging 45 minutes. 8 Other researchers retrospectively examined authorized physical therapy services for 566 children based on individualized education programs for school-aged students and individualized family services plans for infants and toddlers. 9 During 1 school year the frequency of authorized services was: ≤ 12 hours of physical therapy for 67%; 13 to 18 hours for 16%; 19 to 22 hours for 15%; and 23 to 32 hours for 2% of the children. These studies provide some data about frequency and amount of physical therapy services provided or authorized in schools. To our knowledge, however, no other studies have directly documented the frequency, amount, and type of school-based physical therapy in the United States.
School-based physical therapy interventions should be evidence based. Effgen and McEwen 3 reviewed 15 systematic reviews of common physical therapy interventions used with school-aged students and identified some interventions-constraint-induced movement therapy and partial body-weight-supported treadmill training-which had relatively strong support for implementation. Others, like neurodevelopmental treatment and passive range of motion, had little evidence to support their continued use as a primary intervention. For children with cerebral palsy, a systematic review identified 6 interventions with strong evidence for improving motor activities. 10 Five of the interventions were typically implemented by physical therapists (eg, constraint-induced movement therapy, context-focused therapy, goal-directed training, bimanual training, and home programs). Another 8 interventions used by physical therapists needed more research support, and 2 interventions used by physical therapists (neurodevelopmental therapy and sensory integration) were not recommended for children with cerebral palsy. For outcomes of improved function and self-care, 2 interventions-goal-directed training and home programs-had strong evidence, whereas the others needed more research support. 10 These studies provide evidence related to common physical therapy interventions, but do not report which interventions physical therapists are actually using in school-based practice.
A "practice-based evidence" (PBE) research design enables the evaluation of services and participant outcomes in a natural environment by collecting a comprehensive set of individual (child), service, and outcome variables. Comparative effectiveness of services can be explored via the relationships between outcomes and combinations of child and service variables. 11, 12 Researchers have used PBE in multisite studies related to physical therapy services for individuals following stroke 13, 14 and spinal cord injury. 15 The PBE research design enables documentation of detailed descriptive data about services and interventions.
11,12
The paucity of research related to school-based physical therapist practice led us to implement a PBE study of school-based physical therapy services across the United States titled Physical Therapy Related Child Outcomes in the Schools (PT COUNTS). 16 In this paper we report the descriptive results of the services provided to children receiving school-based physical therapy during 20 weeks of 1 school year, 2012-2013. Specifically, physical therapists reported information on the types of service delivery (such as time with the student and time on behalf of the student), and activities and interventions that were implemented. We also examined if the types of service, activities, or interventions varied based on the students' functional status as estimated using the Gross Motor Function Classification System 17 (GMFCS) or age.
Methods

Participants
During the 2011-2012 school year, institutional review board approvals were obtained, first from the researchers' institutions, then from the school systems, and where necessary, from the school principals. Fifty-nine school
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systems in 28 states in 4 regions-Northeast, Southeast, Central, and Northwest-agreed to participate. Physical therapists were then recruited from approved school systems across the United States through regional and national advertisement and provided informed consent. Eligibility criteria were that the physical therapists had to have worked in school-based practice for at least 1 year and were currently working in a school system that consented to have their physical therapists participate. Initially, 177 physical therapists signed consent forms, 129 completed the required initial training, and 109 (mean age = 4-6 years, standard deviation [SD] = 9.2) completed data collection within the school year. Most of the physical therapists were female (96%), white (66%), and had been providing school-based services on average for 13 years (SD = 9.1). The majority worked full time (67%) and were employed by the school system (75%).
The participating physical therapists garnered consent from parents of up to 6 students on their caseloads, with the inclusion criterion of receiving special education including physical therapy services at least monthly. Children who had progressive disorders, had plans to move or to have surgery, or had been absent > 30% of the previous year were not eligible as relationships of services to outcomes for the overall PT COUNTS study could be compromised due to these factors. Initially, consent was received for 342 students, but there was attrition of 46 students due to student or physical therapist issues (family moved, child had medical concerns, child shifted to a nonparticipating therapist, etc.). Of the 296 students with disabilities (mean age = 7.3 years, SD = 2.1) who completed the study the majority were aged 5 to 7 years (58%), male (56%), and white (66%). The most common diagnosis was cerebral palsy (35%), followed by Down syndrome (16%), other genetic syndromes (14%), global developmental delay (11%), and other disabilities (25%). The students' functional mobility skills represented all descriptive levels of the GMFCS: 17 Level I (walks indoors and outdoors independently), 38%; Levels II/III (walks with limitations or devices), 40%; and Levels IV/V (uses wheelchair for mobility), 22%. Students in each diagnostic category were represented in all grouped GMFCS levels. Most students also received occupational therapy (86%), speech and language therapy (79%), and adaptive physical education (42%), and 33% received physical therapy outside school.
Measures
The GMFCS 17 is a 5-level system designed to classify children with cerebral palsy based on their functional mobility. Students' current gross motor function in daily activities and their need for assistive devices and caregiver assistance are used to determine the GMFCS classification. Research has supported GMFCS content, construct, discriminative validity, and interrater reliability. 17, [18] [19] [20] Even though the GMFCS was developed for children with cerebal palsy, we wanted a concise way to describe the functional ability of all students because physical therapy services are based on the students' goals, which are related to their functional ability. We used the GMFCS as a proxy description of the functional gross motor abilities for all students.
The School-Physical Therapy Interventions for Pediatrics (S-PTIP) 21 is a data collection system developed specifically for students receiving school-based physical therapy services. Using a previous version of a data collection system developed for children in multiple practice settings 22 , we made edits to reflect school-based practice. On the S-PTIP form, physical therapists recorded the type of service delivery (eg, individual, group, within-school activity), time spent on behalf of the student (eg, consultation, collaboration, and documentation), and rated the student's level of participation in therapy. Student participation in therapy was rated on a scale from 0 (not at all conducive to session objectives) to 6 (extremely conducive to session objectives). Physical therapists also reported the number of minutes spent in 14 types of activities using 5-minute time increments. We then grouped the activities based on similarities into prefunctional, sitting/standing/transitions, classroom activity, mobility, physical education (PE)/recreation, self-care, communication, and other types of activities. Therapists then reported on 79 possible interventions on the S-PTIP or had the option to write in "other" interventions not listed. We grouped the interventions under the categories of neuromuscular, musculoskeletal, cardiopulmonary, integumentary, orthoses, mobility assistive devices, mobility, position, equipment, sensory, educational, assessment, and other interventions on the S-PTIP. Each intervention is listed under the intervention categories detailed in the S-PTIP form in the eAppendix (available at https://academic.oup.com/ptj). The manual, including definitions of all individual activities and interventions, is available for free download at https://www.uky.edu/chs/academic-programs/department -rehabilitation-sciences/physical-therapy/pt-counts.
Before this study, we examined face and content validity of the S-PTIP via use of the tool by school-based physical therapists and found that validity was supported. 23, 24 S-PTIP intrarater reliability was also examined. Fifteen physical therapists (mean age = 42 years, SD = 9.1) provided a therapy session to 1 or 2 students, which was videotaped (n = 25 students, mean age = 8.4 years, SD = 2.4). The therapists immediately completed the S-PTIP form and 1 month later reviewed the videotape and completed a second S-PTIP. A total consistency score was determined, which was a ratio of same activities and interventions reported on first and second S-PTIP forms to the total number of recorded activities and interventions. Therapists entered a total of 489 activities and interventions, and 438 of the activities and interventions were consistent between forms. Fifty-one of the activities and interventions only appeared on 1 form (29 total Description of Services in School-Based Physical Therapy additions, 32 total omissions). This gave a consistency of 90% between the 2 forms. The majority of differences across the forms were in the intervention section. Therapist ratings of the student's level of engagement between therapy sessions were highly consistent, with a Cronbach α of 0.95.
Procedures
Once consent was provided, the physical therapists completed a comprehensive online training program that included research ethics, outcome measure administration, and use of the S-PTIP data form. For the S-PTIP training, physical therapists viewed an online PowerPoint presentation and completed a posttest requiring a score ≥ 80%. The physical therapists then viewed 2 videos of students receiving physical therapy at school and completed S-PTIPs. The therapists had to meet a minimum criterion of 70% agreement with the investigators scoring prior to data collection. Researchers chose 70% agreement as the minimum criterion because although observable interventions, such as using a gait trainer or strengthening, can be clearly identified by video review, some interventions are not readily apparent through observation, such as the difference between postural awareness and balance. All differences in scoring between researcher and the participating physical therapists were reviewed/discussed in order to verify understanding of completion of the S-PTIP.
Using a random selection process, up to 6 of the physical therapists' students were recruited and their parents were asked to provide consent. Parents of all participating students provided informed consent. During the intervening 6 months (20 weeks not including the winter and spring weeks of school breaks), physical therapists completed weekly documentation of the types of service delivery, activities, and interventions used with each student.
Midway through the study, researchers also completed a procedural fidelity analysis, which is described in detail in our PT COUNTS methodology article. 16 In summary, the researchers each observed 30% of physical therapists in their region during a school-based therapy session. The researcher and the therapist then independently recorded the session on the S-PTIP and discussed any differences. Given that the researcher did not know the student's background or previous therapy and had to make an educated guess of the purpose of various observed activities, agreement between researchers and therapists was expected to be moderate. The number of discrepancies between researchers' and therapists' S-PTIP forms ranged from 1 to 9. Where there were commonly identified differences in scoring in the activity section, researchers reviewed these differences and used this information to group various activities during further analyses. For example, if the physical therapist had the child working on sitting and then standing, was the therapist working on sitting, standing, or transfers? These activities would be combined as Sitting/Standing/Transfers. Discrepancies in the interventions sections were due to the researcher being unable, by observation, to determine the intent of the intervention. For example, during a sit-to-stand activity it was difficult to determine if the therapist's intervention was functional strengthening or motor learning. After discussion with the therapists, the fidelity of the S-PTIP reporting was believed to be acceptable.
Data Analysis
The REDCap (Research Electronic Data Capture) tool 25 was used for data entry and management. SAS software (Version 9.3, SAS Institute Inc., Cary, NC, USA) was used for all statistical analysis. For all group comparisons, due to the use of multiple tests we set our α level at a conservative 0.01.
All service variables are reported descriptively. Service delivery types, subtypes, and activities were summarized as continuous variables based on the minutes of services recorded. Interventions were summarized as continuous variables based on the counts per week.
To determine if differences in services existed due to the students' functional ability, students were grouped into 3 GMFCS categories (Level I, Levels II/III, and Levels IV/V, based on functional similarity and sample size), and comparisons of service time with and on behalf of the student, activity time, and intervention counts were made using analyses of variance (ANOVA). To examine differences by age, students were grouped into 2 age categories (5-7 years, 8-12 years, dividing into kindergarten-second grade and third through sixth grade ages), and comparisons of the same services noted for GMFCS Level groups were made using 2-sample t tests. Because the time physical therapists spent with the students and on behalf of the students overall varied widely among GMFCS levels, amounts of time spent in subtypes of service delivery with and on behalf of the student were summarized as proportions of the total minutes with the student by GMFCS, and age and comparisons were made using ANOVA (GMFCS) and 2-sample t tests (age).
Role of the Funding Source
This research was funded by the Institute of Education Sciences, U.S. Department of Education R324A110204, and NIH Grant UL1TR001998. The funder played no role in the design, conduct, and reporting of this study.
Results
Descriptive Results
Study results were based on 20 weeks of physical therapy service, which is equivalent to approximately 6 months, or 66% of a school year. Therapy services were typically either twice a month or weekly. The average number of weeks with no physical therapy services provided was 5.4 weeks (SD = 3.66, min-max: 1-16 weeks). The reasons for no therapy services were "planned based on the student's individualized education program IEP" (17.1%), "PT or PTA absent" (15.4%), "student absent" (37.0%), "school closed due to inclement weather or other breaks" (26.0%), "schedule conflict" (5.1%), or "other" (7.3%). The students' mean participation rating in therapy sessions was 4.8 (SD = 0.93), with students in GMFCS Levels I and II/III scoring 4.9 (0.08), and GMFCS Levels IV/V scoring 4.5 (0.14).
Students typically received physical therapy services within the school setting (86.1%). Other combinations of therapy service locations included school and another community settings (9.5%), school and home (3.4%), combination of all 3 (0.7%), and other (0.3%). The majority of services were provided by a physical therapist (87.8%) rather than a physical therapist assistant. Table 1 provides the detailed description of minutes of the service delivery types, subtypes, and activities with and on behalf of the student. Physical therapists were with students on average 26.7 min/wk (SD = 15.1). The majority of physical therapy services were provided individually (22.6 min/wk, SD = 16.5) and separate from school activities (19.0 min/wk, SD = 11.8). Therapists spent very little time working on activities with students within the context of the classroom or school (7.0 min/wk, SD = 1.9). Therapists spent on average 13.1 min/wk (SD = 7.7) on services on behalf of the student, which primarily included consultation/collaboration and documentation. The primary physical therapy activities used with students were physical education (PE)/recreation (7.7 min/wk, SD = 8.2), mobility (6.7 min/wk, SD = 7.9), and sitting/standing/transitions (6.3 min/wk, SD = 8.1). Classroom activity, self-care, and communication activities were seldom implemented.
Major categories of interventions as noted on the S-PTIP form across the 20 weeks of school-based physical therapy are in Table 2 . Neuromuscular interventions (32.5 counts/student, SD = 15.9) were the most frequent interventions provided followed by mobility (15.3 counts/student, SD = 14.65), musculoskeletal (14.4 counts/student, SD = 10.3), mobility assistive devices (5.2 counts/student, SD = 8.48), and educational (5 counts/student, SD = 6.44). The least frequent interventions were from the categories of positioning, equipment (application, training, and fabrication), cardiopulmonary, sensory, and integumentary.
Comparisons Among GMFCS and Age Groups
S-PTIP services total time with students, time on behalf of students, and activity times by GMFCS and age group are in Table 3 . Table 4 shows results for S-PTIP intervention counts by GMFCS and age groups. There were no differences in any age group analyses for service, activity, or intervention types. In comparisons by GMFCS, students in Level I and Levels II/III received significantly fewer individual minutes than students in Levels IV/V (P < .001), whereas students in Level I received more group minutes than those in Levels II/III (P = .007) and Levels IV/V (P < .001). Students in GMFCS Levels IV/V received more consultative and collaboration minutes than the other 2 GMFCS level groups (P < .001) and physical therapists spent more time performing in-services (Levels II/II P = .01; Level I, P = .008). The mean minutes in activities across 20 weeks of therapy were significantly different among the GMFCS groups, in all activities except self-care (P = .43), and communication (P = .27). PE/recreational activities were significantly different for all GMFCS level groups, with students in Level I receiving more minutes than students in Levels II/III (P < .001) or Levels IV/V (P < .001), and students in Levels II/III receiving more minutes than those in Levels IV/V (P < .01). Mobility interventions were opposite, with students in Levels IV/V receiving more minutes than those in Levels II/III (P < .01) and Level I (P < .001). For sitting/standing/transition, prefunctional, and classroom activities students in Levels IV/V received more minutes of activities than those in Levels II/III and Level I, whereas students in Levels II/III and Level I did not differ in the amount of time spent in those activities.
The intervention counts for categories of mobility, mobility assistive devices, educational, orthoses, equipment, positioning, and integumentary were significantly different among GMFCS groups (P < .001) (Tab. 4). Intervention counts for mobility were higher for students in Level II/III than those in Level I (P < .001) and Levels IV/V (P = .01) but were not different between those in Level I and Level IV/V (P = .02). For all other interventions that showed significant differences among GMFCS groups, students in Levels IV/V had the highest intervention counts, with fewer in Levels II/III, and the fewest in Level I.
The percentages of the subtypes of total service time with the student and on behalf of the student by GMFCS level and age are presented in Table 5 . Students in all GMFCS levels spent a greater proportion of time in therapy when other students were not present (Level I, 62.8%; Levels II/III, 61.9%; Levels IV/V, 55.7%). Therapy services for students in Level I (84.1%) and Levels II/III (70.1%) were primarily provided separate from a school activity, not within typical activities in the school building or playground. Students in Levels IV/V only spent 55.6% in therapy separate from a school activity. Between 9.0% (Level I) and 11.8% (Levels IV/V) of services were provided jointly with other related service providers. Based on the 2 age groupings the majority of therapy services were provided without other students present (age 5-7 years, 57.4%; age ≥ 8 years, 64.3%) and separate from a school activity (age 5-7 years, 69.0%; age ≥ 8 years, 73.1%). There were no differences in proportions in any Description of Services in School-Based Physical Therapy age-group analyses. Differences between GMFCS level groups are reported in Table 6 .
Discussion
To our knowledge, this is the first study to report on detailed types of service delivery, activities, and interventions used with students receiving school-based physical therapy services in the United States. Previous descriptions of school practice focused on how and where physical therapists provided services, 7,26 physical therapists' perceptions of school-based practice, 27 or writing school goals, 28, 29 and not on what activities and interventions therapists were actually providing. In this study, physical therapists provided an average of almost 40 minutes of school-based therapy weekly (27 minutes with the student plus 13 minutes on behalf of the student).
Time on behalf of the student primarily included consultation with family and staff and documentation, which are important components of the Individuals with Disabilities Education Improvement Act of 2004. 2 Consultation offers an extension of physical therapy services by engaging school staff and families to support students' functions throughout their daily school routines and to assist students to carry over practice of motor activities. Providing opportunities for students to practice throughout the day reinforces learning and facilitates generalization of skills in different environments. 30, 31 Documentation potentially offers a time for physical therapists to reflect on a student's intervention plan and its effectiveness. Additionally, documentation includes generating the reports needed for acquiring necessary assistive technology or reports to other care providers supporting coordination of care between the school and Description of Services in School-Based Physical Therapy a Significant values are shown in bold type. GMFCS = Gross Motor Function Classification System; PE = physical education; S-PTIP = School-Based Physical Therapist Interventions for Pediatrics. b Alternate way to examine total services with the student on the basis of interactions with other children who were present or not present. c Alternate way to examine total services with the student on the basis of the context of the service location.
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community services. We advocate that school administrators should encourage their physical therapists to use and value this time on behalf of the student and have it accounted for in their workloads.
This study included 20 weeks, or approximately 66% of a school year, so an estimate of a full school year's direct physical therapy service would be 13.5 hours. This amount is slightly more than Stuburg et al's 9 retrospective report of 12 hours of physical therapy services during a school year that most students were authorized to receive. When considering the number of students on a physical therapist's workload it is possible that dosage decisions may be based on feasibility (therapist availability) and not necessarily on students' needs. Greater use of physical therapist assistants may be a potential solution to increase the amount of intervention time with the students, enabling better focused and designed services. In this Description of Services in School-Based Physical Therapy Table 6 . study, few physical therapist assistants were part of the therapy team.
Proportion of Service by Gross Motor Function Classification System (GMFCS) Level and GMFCS Level Group Comparisons
Physical therapists' time with their students consisted of various activities and interventions that were usually provided individually, without other students present, and separate from school activities. This does not match the current practice models proposed by researchers to date 4, 5, 32 and does not support practice within contextual activities in inclusive environments. Physical therapists primarily used PE/recreation, mobility, and sitting/standing/transitions types of activities while working with students. This indicates that physical therapists focused on activities that encouraged active movement during typical daily activities/routines. The primary interventions used consisted of neuromuscular (primarily balance practice), mobility (movement through the school environment), and musculoskeletal (primarily functional strengthening) interventions, which are key areas of physical therapy education and practice. Physical therapists were not using interventions (range-of-motion and neurodevelopment treatment) that lack evidence but also were not using interventions with the most evidence (constraint-induced movement therapy and partial body-weight-supported treadmill training). 3, 10 Additionally, it was disconcerting that cardiopulmonary interventions were used infrequently, given the epidemic of poor fitness and obesity in the United States, 33 including in children with disabilities. 34 From comparison of services by age groups and functional ability groups based on the GMFCS levels, several issues emerged. The types of service delivery, activities, and interventions did not differ between our 2 age groups, suggesting that services stay relatively constant during the elementary school years. We encourage therapists to reflect on their services and consider if they are making service decisions based on ease, habit, or individual student needs. Many differences were noted, however, based on the 3 GMFCS level groups, suggesting that the students' functional ability was strongly related to service type, activities, and the interventions they received.
Students in GMFCS Levels IV/V received more time in individual services, more service within classroom activities, and more positioning and sit/stand/transfer skills interventions compared with students in GMFCS Levels I-III. Students in GMFCS Levels IV/V have significant physical limitations and often intellectual limitations and therefore are more likely to be in a special education classroom where the physical therapy interventions might be part of the daily routine and not disruptive of classroom activities. Orthoses, mobility assistive devices, and equipment interventions were also used more frequently for students in GMFCS Levels IV/V because they have greatest need for assistive technology. 17 The frequency of education interventions was not as robust as expected; however, students at GMFCS Levels IV/V did receive more educational interventions compared with the other GMFCS groups. Based on the physical therapist's role to optimize students' education, we recommend consideration of greater use of education interventions to support school personnel and promote student self-determination.
Therapy for students in GMFCS Levels II/III focused on the development and refinement of motor skills. Physical therapists used more mobility interventions with this group than with the other groups, which is congruent with students in GMFCS Levels II/III eventually having the ability to ambulate independently with or without an assistive device. 17 Therapists used functional strengthening and balance to facilitate the students' mobility, which can lead to greater participation in the school and community.
Students with the highest functional ability (GMFCS Level I) received less physical therapy time, and services were typically provided when no other students were present
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and separate from a school activity. The focus of services was on PE/recreation-type activities, acquisition of which perhaps requires more private intervention initially from the physical therapist. Working on acquisition without others observing until the student can demonstrate the initial skill might improve confidence and reduce anxiety; however, for fluency and generalization of skills, practice should occur in the natural environment with others present. 35 More noninclusive services were provided by physical therapists in this study compared with what therapists reported as ideal and actual practice in a nationwide survey. 7 This could indicate that physical therapists were focusing on skill acquisition instead of generalization 35 , or were considering "hands on" therapy as the ideal and easier to provide individually, 7 or were interpreting administrative or Medicaid rules as not consistently supporting therapy within the context of the classroom.These issues were not examined in this study.
Strengths and Limitations
Strengths of this multisite study were the recruitment of a large, diverse sample of physical therapists, who were trained in data collection, to report on the therapy services for a relatively large number students from across the entire county for an extended length of time. As far as we are aware, this study was the first to describe the amount of school-based physical therapy services students were receiving as well as describing the types of services, activities, and interventions provided by physical therapists.
A limitation of this study was that S-PTIP data were gathered weekly and not necessarily after each therapy session; therefore, it is possible that the physical therapists did not remember or record everything they did during a therapy session. We acknowledge that our findings, on difference in services by students gross motor functional ability, are limited because GMFCS has only been validated for children with cerebral palsy. 16, 36 Finally, students with progressive disorders, who might not have goals focused on motor skill attainment during the school year, were not included in this study.
The PBE research methodology enables exploration of complex services but not the causal relationships between the services and outcomes to be confirmed. 11, 12 This study's purpose was to report on the scope of actual school-based physical therapist practice before examination of relationships of services to outcomes as collected for the overall study or developing specific intervention studies.
Future Research
The paucity of research related to school-based physical therapy services and student outcomes gives investigators many avenues for study. Based on this study further analysis of dosage considerations should be explored to identify parameters for optimal student goal achievement. Is 40 min/wk of physical therapy common across the nation? Is more intervention needed to achieve identified goals? Specific protocols should be explored based on students' functional abilities to achieve the best possible outcomes. Finally, investigation of the physical therapists' choice of interventions and challenges within school-based services should be explored.
Conclusion
This study documented the physical therapy services provided in school systems across the nation. Physical therapists primarily provided student services on an individual basis, with no other students present, and separate from a school activity. Students on average received 40 min of physical therapy services, with 67.5% in direct services and 32.5% in services on behalf of the student. Types of activities and interventions implemented varied according to students' functional abilities but not by age. We challenge physical therapists to reflect on how and what services they are providing for students in schools, the potential for expanding their collaborative role with other school personnel to support the students, and whether the services provided have an evidence base in the literature.
